Objective: One in 3 veterans will dropout from trauma-focused treatments for posttraumatic stress disorder (PTSD). Social environments may be particularly important to influencing treatment retention. We examined the role of 2 support system factors in predicting treatment dropout: social control (direct efforts by loved ones to encourage veterans to participate in treatment and face distress) and symptom accommodation (changes in loved ones' behavior to reduce veterans' PTSD-related distress). Method: Veterans and a loved one were surveyed across 4 VA hospitals. All veterans were initiating prolonged exposure therapy or cognitive processing therapy (n ϭ 272 dyads). Dropout was coded through review of VA hospital records. Results: Regression analyses controlled for traditional, individual-focused factors likely to influence treatment dropout. We found that, even after accounting for these factors,
Trauma-focused treatments for posttraumatic stress disorder (PTSD) result in clinically significant symptom relief for many patients (IOM, 2007) . The consistency and strength of evidence supporting their efficacy led to the recommendation of their use as first-line treatments (Management of Post-Traumatic Stress Working Group, 2017). The Department of Veterans Affairs (VA) has committed considerable time and resources to ensure that two such therapies, cognitive processing therapy (CPT) and prolonged exposure (PE), are widely available (Karlin et al., 2010) . Despite the promise of these interventions, initiation rates among veterans with PTSD at VA facilities is low (Shiner et al., 2013) , and an important minority of those who begin these psychotherapies fail to complete treatment (e.g., Eftekhari et al., 2013) .
Dropout is not a problem unique to trauma-focused treatments (TFTs; Fernandez, Salem, Swift, & Ramtahal, 2015; Hembree et al., 2003; Imel, Laska, Jakupcak, & Simpson, 2013) . Improving adherence is a long-identified priority for research and real-world use of psychotherapies, broadly (e.g., Pekarik, 1985; Wierzbicki & Pekarik, 1993) . For cognitivebehavioral therapies, including TFTs, meta-analysis indicates the average dropout rate is 35%, with the highest rates found for depression and substance use disorders (Fernandez et al., 2015) . Meta-analysis has also demonstrated that TFTs are not associated with uniquely higher rates of dropout than nontrauma focused PTSD treatments (Imel et al., 2013) . A precise estimate of TFT dropout within VA hospitals is unknown. However, published estimates from individual VA facilities converge around 35% (e.g., Chard, Schumm, Owens, & Cottingham, 2010; Kehle-Forbes, Meis, Spoont, & Polusny, 2016; Schnurr et al., 2007; Surís, Link-Malcom, Chard, Ahn, & North, 2013; Thorp, Stein, Jeste, Patterson, & Wetherell, 2012) .
Social environments may be particularly important to understanding TFT dropout. PTSD is a disorder with a dramatic impact on social and family relationships (Monson, Taft, & Fredman, 2009) . Studies have found these relationships can facilitate or impede entry into mental health care for veterans with PTSD (Meis, Barry, Kehle, Erbes, & Polusny, 2010; Sayer et al., 2009; Spoont et al., 2014) and predict PTSD treatment response (Evans, Cowlishaw, & Hopwood, 2009; Tarrier, Sommerfield, & Pilgrim, 1999 ). Yet, when and how family relationships influence PTSD treatment dropout remains unknown. We examined two support system factors: social control and PTSD symptom accommodation.
Social Control
The construct of social control was originally developed within sociology to describe how communities influence individual behavior through social expectations and laws; it has been adapted to dyadic relationships (Craddock, van Dellen, Novak, & Ranby, 2015) . The construct includes indirect and direct social control (Umberson, 1987) . Indirect social control refers to one's efforts at behavior change intended to please a loved one that are not necessarily requested by the loved one (e.g., quit drinking for one's children). Direct social control has received more attention and is the focus of the present study. Direct social control (referred to henceforth as social control) includes overt efforts by a support system member, urging a person to increase or decrease a targeted behavior (Craddock et al., 2015; Umberson, 1987) .
Social control has yet to be examined as a predictor of psychotherapy dropout, but is linked to a variety of health behaviors including broad increases in healthy behavior (Lewis & Rook, 1999; Tucker, 2002; Tucker & Anders, 2001; Umberson, 1992) , lower smoking rates (Westmaas, Wild, & Ferrence, 2002) , and better adherence to medical regimes (knee surgery patients, Fekete, Stephens, Druley, & Greene, 2006; osteoarthritis patients; Stephens, Fekete, Franks, Rook, Druley, & Greene, 2009 ). Paradoxically, Franks et al. (2006) found social control is also associated with poorer medical regime adherence among cardiac rehab patients. Additionally, weak and inconsistent associations between social control and health behavior are found (prostate cancer patients, Helgeson, Novak, Lepore, & Eton, 2004 ; elderly individuals in the community; Rook, Thuras, & Lewis, 1990) .
The inconsistency in findings may reflect heterogeneity in how social control attempts are delivered and subjectively experienced by the patient. Social control can be experienced as supportive persuasion, coming from a place of caring and concern ("positive" social control), but these tactics can also take the form of criticism, arguing, and nagging ("negative" social control; Lewis & Butterfield, 2005) . Negative social control can elicit feelings that one's personal choices and freedoms are restricted, prompting the person do the opposite of what the loved one desired (i.e., psychological reactance, Brehm, 1966) . A recent meta-analysis found the overall effect between social control and health behavior varied by the type of social control, with positive tactics associated with more healthy behavior (d ϭ 0.31); negative tactics were associated with less healthy behavior (d ϭ Ϫ0.08) and greater "backfiring" (d ϭ 0.65; doing the opposite or hiding the behavior; Craddock et al., 2015) .
The effectiveness of a loved one's control efforts, including the degree to which they are perceived as positive or negative (persuasion vs. nagging), may depend on the quality of the dyad's relationship. Cutrona, Cohen, and Igram (1990) found that greater closeness between the individual receiving and the individual providing support was associated with greater satisfaction with support received. Among prostate cancer patients, Knoll, Burkert, Scholz, Roigas, and Gralla (2012) found social control was associated with greater medical adherence for patients in more satisfied relationships. Similarly, Tucker (2002) found that, among older adults, social control was associated with more hiding unhealthy behaviors and more negative affect for those with a high degree of relationship strain. Consequently, we anticipate that social control will be most effective at reducing TFT dropout when veterans are in well-adjusted relationships.
To examine social control in the context of TFT dropout, appropriate targets of social control must be established. We propose that TFT adherence may be greatest among those who are encouraged by loved ones to attend treatment and to embrace the philosophy of change underlying the treatment. TFTs, such as CPT and PE, encourage participants to explore and approach traumatic material and develop a mastery over their traumatic memories to take back control of their lives (IOM, 2007) . Both interventions conceptualize PTSD as a disorder of avoidance and focus on facing versus avoiding trauma-related distress. Consequently, we anticipate that social control tactics important to completing TFTs likely include encouraging veterans to (a) get into or stay in mental health treatment and (b) confront avoided distress.
Accommodation
PTSD symptom accommodation refers to changes in a loved one's behavior to prevent or reduce PTSD-related distress, such as helping a veteran avoid stressful trauma reminders (Fredman, Vorstenbosch, Wagner, Macdonald, & Monson, 2014) . This is like the construct of enabling in the substance use literature in that the loved one inadvertently insulates the symptomatic person from the consequences of his or her disorder-related behavior. With PTSD, a loved one's efforts to help the veteran avoid can communicate, intentionally or unintentionally, that the loved one believes that approaching trauma reminders is dangerous, the veteran cannot tolerate TFT, and/or TFT is not worth the veteran's efforts.
Accommodation predicts poor response to treatment for substance use (i.e., enabling behaviors; Rotunda & Doman, 2001 ) and anxiety disorders (Thompson-Hollands, Edson, Tompson, & Comer, 2014) . A meta-analysis of family inclusive treatments for OCD found that interventions focused on accommodative behaviors resulted in better patient improvement than family inclusive treatments without an accommodation focus (Thompson-Hollands et al., 2014) . Pukay-Martin et al. (2015) found that couple therapy for PTSD reduced accommodation, while another study found that patients with greater family accommodation may be particularly likely to benefit from couple therapy for PTSD (Fredman et al., 2016) . To the best of our knowledge, this prior work has not examined the role of accommodation in predicting treatment dropout.
For the present study, we are interested in how symptom accommodation and social control influence TFT dropout. We anticipate associations will vary with relationship strain. Importantly, we hope to determine if these factors persist in predicting dropout, after accounting for more traditional, individual-focused factors likely to influence treatment dropout, such as veteran attitudes about TFTs, practical barriers to participation, therapeutic alliance, and PTSD symptom severity. Establishing that support systems influence TFT dropout, even after considering such individualfactors, is essential to elevating the salience clinicians and researchers give support systems when trying to understand treatment dropout.
Method Participants
Veterans initiating a TFT for PTSD (PE or CPT) across four VA hospitals were mailed study surveys using a repeated mail protocol described below (Dillman, Smyth, & Christian, 2014) . Veterans were asked to nominate a close friend, significant other, or family member to complete a similar survey by mail. Veteran survey responders differed from nonresponders in that veteran responders were significantly older (responder M ϭ 48.52, SD ϭ 14.0; nonresponder M ϭ 38.9, SD ϭ 12.1, F ϭ 1.33, p ϭ .003) and less likely to be post-911 veterans (46.3%) versus veterans from other conflicts (69.1%), 2 (1, n ϭ 895) ϭ 49.58, p Ͻ .001. Women were also more likely to respond to surveys (67.3% of women responded vs. 57.5% of men responded), 2 (1, n ϭ 895) ϭ 5.50, p ϭ .019. No significant differences between responders and nonresponders were found on race, 2 (4, n ϭ 987) ϭ 2.92, p ϭ .571, or mental health diagnoses in veterans' medical records, 2 (1, ns ϭ 987-928) ϭ 2.42-0.02, p ϭ .120 -895.
Analyses were limited to veterans who completed their surveys (a) after attending at least one session of treatment, as many variables required knowledge of the treatment; and (b) before completing an adequate dose of treatment (eight sessions). Of the 505 veterans returning surveys in this window of time, 272 loved ones also returned surveys, yielding a final n for our analyses of 272 dyads (544 participants). See Table 1 for characteristics of the sample.
Procedures
Contact information was provided to hub site's research staff for all veterans initiating a TFT for PTSD across participating VAs. Consistent with standard mailed survey methodology (Dillman et al., 2014) , a prenotification letter was sent, describing the study and who to contact to opt out of participation. A survey packet was mailed to each veteran, including a cover letter reviewing informed consent, a survey, a postage-paid return envelope, and a request to nominate a loved one for survey participation. Each nonrespondent received three additional mailings: a postcard reminder, second survey with cover letter, and third survey with cover letter using overnight (UPS Express) mail. The study was funded by both the Department of Defense (DoD) and the U.S. Department of Veterans Affairs (VA). Due to local policies, participants in the VAfunded portion of the study (veteran n ϭ 123; loved one n ϭ 89) received payment after returning surveys (a $50 gift card), while participants for the DoD-funded portion received payment with initial survey mailings (a $20 cash incentive). Differences in incentives were consistent with recommendations for larger payments if delivered after (vs. before) survey completion (Dillman et al., 2014) . Mailing procedures for loved ones was identical to that for veterans. The study was conducted in compliance with the Institutional Review Boards (IRBs) at each of the participating VA health care facilities, the University of Minnesota's IRB, and the United States Army Medical Research and Materiel Command's Human Research Protections Office.
The response rate for veterans was 61% (59.6% among those who received a preincentive vs. 67.2% of those receiving a postincentive, p ϭ .055). Many of the veteran participants nominated a loved one (67%), and 82.1% of those loved ones responded. Nearly 42% (41.8%) of the sample initiated PE and 58.2% initiated CPT. Some participants received CPT in a group format (16.2%). Fifty-one percent (50.9%) failed to successfully complete treatment. Dropout rates differed significantly by site (Site 1 ϭ 43.4%; Site 2 ϭ 50.6%; Site 3 ϭ 52.6%; Site 4 ϭ 63.0%, 2 ϭ 9.93, p ϭ .02), but not by treatment type (CPT ϭ 52.7%; PE ϭ 48.3%, 2 ϭ 
Materials
Support system factors. Veteran report of social control. Indices of social control are typically administered to the recipient of the control efforts and tailored to the behavioral target of interest for a given research study (Craddock et al., 2015; Mead & Irish, 2016) . For the present study, content was drawn from a pool of items developed to measure how family members encourage individuals with PTSD to approach trauma-reminders (Fredman et al., 2014) . In study surveys, each veteran was first asked to identify the person to which he or she was closest. Then two questions were presented about this loved one's use of social control strategies: Has this person ever encouraged you to get in or stay in mental health treatment (yes/no)? Has this person ever encouraged you to face things that make you anxious or uncomfortable (yes/no)? Psychometric examination of these items indicated they are likely best examined as separate predictors (Meis et al., 2018) .
Loved one report of symptom accommodation. An eight-item version of the Significant Others' Responses to Trauma Scale (SORTS) assessed symptom accommodation (as reported by loved ones; Fredman et al., 2014) . The SORTS has demonstrated factor validity and correlates with social support, individual distress, relationship distress, and patients' depression and anger (present sample, ␣ ϭ .94). The scale was shortened to reduce response burden and optimize response rates (Dillman et al., 2014 Moos, Fenn, & Billings, 1988) . The interpersonal stressors subscale consists of five items that address the more stress-related aspects of a relationship (e.g., How often is he or she critical of you?). Consistent with a prior PTSD study (Laffaye, Cavella, Drescher, & Rosen, 2008) , items were scored on a 5-point Likert scale ranging from not at all ϭ 0 to extremely ϭ 4 (present sample, ␣ ϭ .80).
Veteran report of relationship type. As the influence of support network factors on TFT dropout may vary with who the veteran is closest to, participants were asked to identify "the person in your life that you are closest to who is over 18 years of age." Response options included (a) significant other/romantic partner; (b) former significant other (ex-wife/husband, ex-fiancé, ex-boyfriend/girlfriend); (c) mother/father; (d) sister/brother, (e) son/ daughter; (f) other family member; (g) friend (not related to me); (f) other. Responses were collapsed into intimate/partner (coded as 1) and family member/friend (coded as 0) to use as a covariate in analyses.
Veteran factors. All veteran factors were assessed through the veterans' surveys. Veteran factors across three domains within Andersen's (1995) behavioral model of health service use were selected. Domains include (a) need factors (PTSD symptom severity); (b) enabling factors (practical barriers to treatment, therapeutic alliance); and (c) health beliefs, which includes attitudinal variables about service use (attitudes about TFTs, perceived behavioral control over participation, stigma for seeking mental health treatment). Factors selected are consistent with those examined in prior research of dropout from CBT for anxiety disorders (i.e., motivation for treatment, expectancy for change, readiness for change, treatment credibility, therapeutic alliance, and practical barriers to participation; Taylor, Abramowitz, & McKay, 2012; Westra, Dozois, & Marcus, 2007) . Prior deployment to a post-9/11 conflict was also added, given particularly poor utilization of mental health services found among those in this group (e.g., Hoge et al., 2014; Mott et al., 2014; Sareen et al., 2007) .
Attitudes about trauma-focused treatment. Veterans received a six-item scale assessing patient attitudes about the value of participation in TFTs (six items; Meis et al., 2018) , consistent with the attitude construct within the theory of planned behavior (TPB, Ajzen, 1991) . The scale assesses expectations regarding the likely consequences of treatment participation (behavioral beliefs) and the value of those consequences (outcome evaluations), including treatment expectancies and treatment credibility. The scale has adequate factorial validity and correlates with behavioral intentions, TFT treatment dropout, therapeutic alliance, practical treatment barriers, and symptoms of PTSD (present sample, ␣ ϭ .88; Meis et al., 2018) .
Perceived behavioral control over participation. We administered a five-item scale assessing perceived behavioral control over TFT participation, consistent with the perceived behavioral control (PBC) construct within the TBP (Meis et al., 2018) . The scale assesses the degree of control individuals believe they have over TFT participation, including the concepts of self-efficacy and readiness (Ajzen, 2002) . The scale has adequate factorial validity and correlates with behavioral intentions, TFT treatment dropout, TFT homework compliance, disclosure of TFT participation, therapeutic alliance, and practical treatment barriers (present sample, ␣ ϭ .91).
Practical barriers to participation. A seven-item scale was adapted from prior research (Spoont et al., 2014) to assess the severity practical barriers facing the patient in getting adequate treatment, such as lack of transportation, familial responsibilities, or financial concerns. Response options ranged from not at all ϭ 1 to extremely ϭ 5, with scores indicating the extent to which each barrier is anticipated to interfere with treatment (present sample ␣ ϭ .77).
PTSD symptom severity. The Posttraumatic Stress Disorder Checklist, Specific Version (PCL-S) is a widely used 17-item measure of the severity of PTSD symptoms related to a specific traumatic event, based on the diagnostic criteria from the Diagnostic and Statistical Manual for Mental Disorders, 4th Edition (American Psychiatric Association, 2000; Weathers, Litz, Herman, Huska, & Keane, 1993). The PCL-S has strong internal consistency, test-retest reliability, and convergent validity with gold standard measures of PTSD (Ruggiero, Del Ben, Scotti, & Rabalais, 2003; Wilkins, Lang, & Norman, 2011 ; present sample, ␣ ϭ .91). To identify an event to respond to, participants were first asked their history of exposure to potentially traumatic events, using a checklist with a yes/no format. A write in option for events not captured by the list was provided. They then indicated which event continues to bother them the most. PCL-S instructions were adapted to ask respondents to complete the PCL-S based on this event.
Therapeutic alliance. The Session Rating Scale (SRS; Duncan et al., 2003) is a four-item scale assessing patients' perspectives of therapeutic alliance across four domains: relationship, goals and topics, approach or method, and overall. Sufficient internal consistency (.88), test-retest reliability (.64; Duncan et al., 2003) , and interitem correlations (.74 to .86) have been found. Correlations with the Working Alliance Inventory range from, r ϭ .49 to .63 (Campbell & Hemsley, 2009 ; present sample, ␣ ϭ .91).
Stigma for seeking mental health treatment. Stigma was measured using three items based on those used by Britt and colleagues (Britt, 2000; Britt et al., 2008) . Items included: I worry others will think badly of me for getting mental health treatment, Getting mental health treatment makes me feel weak, and I am embarrassed to be getting mental health treatment. Items were assessed on a 5-point scale, ranging from not at all (1) to extremely (5) (present sample, ␣ ϭ .89) Post-9/11 veterans. Veterans were provided a checklist of conflicts and wars and asked in which they had participated. Participation in any Post-9/11 conflict/war was coded as a "1" and absence of participation was coded as a "0." Post-9/11 conflicts included: Operation Enduring Freedom, Operation Iraqi Freedom, Operation New Dawn, and War on Terror.
Dependent Variable. Treatment dropout was coded via electronic medical records (dropout ϭ 1; completion ϭ 0). A participant was coded as a TFT dropout if his or her provider indicated that the patient had quit treatment prematurely or if there was no patient note stating that the final session of PE/CPT had been completed (Kehle-Forbes et al., 2016) . Treatment dropout for every participant was coded by two different research staff. Any discrepancies between the two coders were resolved by the project coordinator or the principal investigator.
Analyses
Missing data. Scales were created through substituting an individual's mean item response for missing items when less than 20% of the individual's responses were missing (prorating). Missingness for any individual scale score was limited and ranged from 0.4% (PTSD symptom severity scores) to 7.4% (attitudes about trauma-focused treatment). Complete data was available for 223 of the 272 veteran-loved one dyads (82% of cases). Consequently, primary analyses were conducted using available case analysis. To examine the possibility that missingness led to biased study findings, we then repeated our analyses using Proc MI (SAS 9.2) to impute the monotone missingness in the predictors of interest. As dropout was obtained from hospital records, there were no missing values on the outcome.
Controlling for veteran-level variables. Given our sample size, the nesting of our data within four sites, and the number of veteran-level predictors assessed, entering the veteran-level predictors as individual variables would have eroded statistical power. We instead used a propensity modeling procedure to control for veteran-level predictors. First, the veteran-level variables were used as predictors in a logistic regression model, and a score was created for each participant indicating his or her predicted probability (propensity) for dropping out. These scores were then grouped into three propensity classes, and regression models were stratified by propensity class (Little & Rubin, 2002) . The method used was based on a stratified likelihood where the logistic function links the model predictors (loved one variables) to dropout and develops ML estimators of model coefficients using the product of the three within-strata likelihoods.
Primary analyses. Main analyses were conducted using a series of logistic regressions predicting treatment dropout, stratified by propensity class. Models contained three covariates: relationship type, study site, and the number of sessions a veteran attended prior to completing his or her Time 1 survey. Our first regression model tested the unique effects of each of our support system factors in predicting treatment dropout. Our second model added interaction terms to test if the effects of support system factors on treatment dropout varied with relationship strain. Nonsignificant interactions (p Ͼ .10) were then trimmed from the model. Simulation studies demonstrate tests of interactions are typically underpowered (Aiken & West, 1991) . Consequently, interaction terms with a p value below .10 were probed in follow-up analyses.
Follow-up regression analyses evaluated relations between support system factors and treatment dropout at low, medium, and high levels of relationship strain. High and low values of relationship stress were calculated by adding or subtracting 1 standard deviation from the centered variable (Aiken & West, 1991) . These models retained the same predictors and were also stratified by veteran-level propensity to dropout.
Results
Correlations among study predictors, moderators, and outcomes are provided in Table 2 . Support system factors evinced small to moderate intercorrelations (rs ϭ Ϫ.05 to .44), with the strongest association found between veteran reports on the two social control variables. Significantly greater likelihood of treatment dropout was found among those whose loved ones reported greater symptom accommodation. Significantly lower likelihood of dropout was found among veterans who reported social control efforts to approach distress.
Primary Analyses
When entered into the stratified logistic regression model, only social control to approach distress was uniquely associated with lower odds of treatment dropout (OR ϭ 0.45; Table 3 ). This indicates that veterans who reported that a loved one encouraged them to approach things that made them anxious or uncomfortable were 2.22 times more likely to finish treatment, than veterans who did not report this encouragement. All other unique associations between support system factors and treatment dropout failed to achieve significance thresholds. Next, interaction terms were added to the model. The interaction between social control to attend treatment and relationship strain was nonsignificant (p Ͼ .10), so this term was dropped. Veterans' reports of efforts at social control to approach distress continued to uniquely, significantly predicted a lower likelihood of treatment dropout. The interaction between social control to approach distress and relationship strain was approaching significance (p ϭ .091).
As the interaction term was approaching significance, we conducted three follow-up analyses (simple slopes analyses). For the first and second of these follow-up analyses, associations between social control to approach trauma-related distress and reduced odds of treatment dropout were statistically significant (low strain, OR ϭ 0.25, 95% CI [0.09, 0.68]; moderate strain, OR ϭ 0.44, 95% CI [0.22, 0.88]). Specifically, veterans reporting encouragement to confront distress in low-strain relationships were nearly 3.95 times more likely to complete treatment than those in low-strain relationships, who did not report this encouragement. When veterans in relationships with moderate strain reported encouragement, they were 2.27 times more likely to complete treatment, than when veterans in moderately strained relationships denied such encouragement. For the third follow-up analysis, at high levels of relationship strain, the association between social control to approach distress and dropout was no longer statistically significant (OR ϭ 0.76, 95% CI [0.31, 1.90]; see Figure 1 ).
Multiple Imputation
When analyses were repeated using multiple imputation, the magnitude and direction of effects were comparable to the primary analyses. Effect estimates between complete case analysis and multiple imputation differed by b ϭ .00 to .27 (see Tables 3 and 4 ). This suggests that item response bias was not driving our effects.
Discussion
The present study was designed to improve our understanding of how support systems may influence participation in TFTs for PTSD. We found that veterans who reported their closest loved ones had encouraged them to face things that made them anxious or uncomfortable were twice as likely to complete treatment compared to veterans reporting their loved ones had not given them this encouragement. Findings indicate that perceived encouragement to be courageous in the face of distress may serve as a powerful driver for veterans to stick with treatments that emphasize this approach to recovery. Veterans who reported their social environments do not directly encourage such behavior were at a comparative disadvantage when entering these treatments. Importantly, analyses controlled for to whom the veteran was closest (intimate partner vs. family member or friend), and these associations were found even after considering individual-focused factors, such as veterans' TFT attitudes, practical barriers to participation, PTSD symptom severity, and therapeutic alliance.
Veterans' reports of encouragement by loved ones to get into or stay in mental health treatment did not significantly predict dropout from TFTs. This contrasts with a prior study demonstrating that family encouragement promotes treatment uptake (Spoont et al., 2014) . Perhaps once an individual has initiated treatment, particularly a TFT, encouragement by an important loved one to face distress is more important than general encouragement to get in or stay in psychotherapy. Accommodation, as reported by loved ones, was significantly correlated with treatment dropout. However, these associations were nonsignificant in multivariate models, suggesting accommodation associations do not persist once other support system factors and individual-level predictors are considered.
The interaction effect was approaching significance, indicating that the association between treatment dropout and perceived encouragement to face distress varied with relationship strain (p ϭ .091). As interaction effects are typically underpowered (Aiken & West, 1991) , we examined this effect further in three subsequent regression analyses. These analyses suggested that the strongest links between social control and greater treatment retention were for those in the most well-adjusted relationships with their loved ones. While conclusions cannot be made based on these analyses, this highlights an important area for future research. Our findings have important implications for practice. Clinicians should consider routinely assessing to what degree veterans entering TFTs have encouragement by a close loved one to participate in activities that may be distressing. This loved one could be an intimate partner, but it could just as importantly be a buddy, a parent, or another family member. While more work is needed, outreach to loved ones that provides (a) a compelling case that confronting distress is essential for PTSD recovery, and (b) simple instruction to encourage veterans to confront distress, may be sufficient to bolster adherence. This could involve appraising what kinds of supportive behaviors have worked for the dyad in the past and asking loved ones to emphasize and track these behaviors (Beach, Fincham, & Katz, 1998) . Clinicians can underscore the importance of noncritical validation and basic listening when encouraging veterans to approach distress, as these skills are likely uniformly beneficial (Beach et al., 1998) . Recommendations are consistent with those from other family-based treatments for mental health conditions (e.g., Miller, Meyers, & Tonigan, 1999; Monson & Fredman, 2012; O'Farrell & Fals-Stewart, 2006) .
Our study design possessed several strengths. We examined TFT dropout in a prospective design among a large, clinical population of veterans initiating TFT across several VA hospitals.
We included reports from both veterans and their loved ones. We tested our hypotheses among veterans naturally receiving TFTs in real-world care. We also controlled for veteran-level predictors of treatment dropout. At the same time, our indices of social control were reliant on two, dichotomous items, that were developed for the survey. These items are not the only ways social control could influence TFT retention. Additionally, these items evaluate naturally occurring behavior that we would not expect loved ones to know could benefit treatment adherence (i.e., encouraging veterans to confront their distress). The mailed survey format prevented us from asking the veteran about how a family member may encourage or discourage approaching activities, thoughts, and feelings specific to the veteran's personal trauma history. This could have attenuated associations between dropout and either social control or accommodation. Future research is needed using a broader range of social control items and alternative methodology (e.g., interviews, dyadic behavioral observation, laboratory research) that could personalize assessments the individual's trauma history. While response rates were within appropriate limits, findings are limited to those respondents willing to return surveys and veterans willing to nominate loved ones for survey participation. We also do not know how findings would generalize beyond CPT and PE to other treatments for PTSD. Lastly, the sample is largely comprised of men and of limited variability in racial/ethnic subgroups.
While not necessarily a limitation of the study, rates of dropout from TFT in our sample are worth comment (51%). These rates are higher than those seen in many prior published VA samples (e.g., Chard et al., 2010; Kehle-Forbes et al., 2016; Schnurr et al., 2007; Surís et al., 2013; Thorp et al., 2012) . Rates of dropout did not vary significantly by treatment type (PE vs. CPT) or modality (group vs. individual), but did vary by site, ranging from 43% to 63%. While these rates are high, they are within the range of dropout rates reported in the literature. Additionally, many published samples relied on unique populations, such as providers learning PE/CPT with extra monitoring and supervision, from a single VA hospital with a robust research program, or from randomized controlled trials. A prior meta-analysis of psychotherapy for Post-9/11 combat veterans found significant greater dropout rates among those receiving treatment in routine clinical care versus within an RCT (42% vs. 28%; Goetter et al., 2015) . In summary, even after accounting for individual-level predictors of dropout, such as veteran attitudes, therapeutic alliance, and symptom severity, when veterans reported a loved one encouraged them to confront their distress, their odds of completing treatment doubled. Our data also signal that, when examining links between social control efforts and treatment retention, relationship strain may be an important consideration. Further work is needed to deepen our understanding of how social control influences psychotherapy retention and develop interventions that optimize social control efforts to help veterans complete TFTs. 
